years (9) , and the same trend toward a lower suicide rate for immigrants was observed among youth in the US (10) . In an attempt to understand the discrepant suicide rates between host-country and immigrant adolescents and to determine protective factors for future generations of all adolescents, we launched this hypothesis-generating secondary analysis of data compiled during an investigation of a rapid-response approach to suicidal adolescents (11) .
Two hypothesis-generating questions emerged. First, do immigrant and nonimmigrant adolescents presenting to a Canadian metropolitan pediatric hospital ER for assessment of suicidality differ with respect to recognized diagnostic, demographic, and lifestyle risk factors? Second, are there intergroup differences with respect to the evolution of their disorders over a 6-month period?
Method
Please refer to the original study (11) for a full description of the recruitment process, informed consent, original group assignment, measures, and follow-up procedure.
Subjects
With respect to the subjects' and parents' cultural origins, we collected data for 233 (81%) of the 286 subjects originally recruited. The following 3 groups of adolescents were identified for this analysis: The North American group (n = 134, 57.5%) comprised subjects who, along with their parents, were born in Canada or the US. Although the group was not homogenous, we felt that the nonimmigrant adolescents from these 2 North American countries could comprise one group because they derived from the same geocultural region (12) . The Mixed group, consistent with the observations of Lauth Bacas (13) , comprised patients (n = 47, 20.2%) with one parent who was born in the US or Canada and the other who was not. Four of these subjects were first-generation immigrants, and 43 were not foreign-born. The Immigrant group (37% first generation and 63% second generation) comprised subjects (n = 52, 22.3%) with both parents born outside of Canada or the US, mainly in Southeast Asia, the West Indies, Europe, and the Middle East. First-and second-generation immigrants were combined into one "Immigrant" group, because this strategy corresponds to standard practice in transcultural investigations (14) and the combination permitted a large enough sample size for comparison with the other groups in this study.
Recruitment
During the original study period (December 1996 to October 1998), 344 suicidal adolescents aged 12 to 17 years (mean age 14 years), inclusively, came to the ER of a large North American metropolitan teaching hospital. After evaluation by the on-call pediatrician, an immediate psychiatric consultation was requested for assessment of their potential for suicide ideation, suicide threat, or attempt to commit suicide. Of those, 41 (12%) were hospitalized for medical or surgical reasons, and the rest (303, 88%) were approached for participation in a management study of suicidal adolescents (11) . Of the latter, 17 (5%) refused to participate. After we obtained informed consent, 286 (83%) adolescents were administered a battery of demographic and diagnostic measures at the time of recruitment and at 6-month follow-up. We recorded patients' and both biologic parents' country of origin at baseline.
All measures were administered to all patients. The interview protocol at recruitment included the 8 measures and questionnaires described below.
Sociodemographic information included information concerning parents' income, marital status, and place of birth. A substance use questionnaire comprised a list of substances commonly used by adolescents and a scale to record the frequency of use.
The IFR (15) , administered to patients, quantified the extent, severity, or magnitude of family problems. The Coddington Life Events Scale, a 40-item scale (16) , measured the patient's and family's stressful and precipitating life events.
The DISC (17) was administered to the adolescents, specifically, those sections dealing with DSM-III-R diagnoses that commonly occur among suicidal adolescents-conduct and major affective disorders.
The CGAS (18) , adapted from the Global Assessment Scale for Adults, measured the patient's level of functioning. Representing the third part of the Kiddie-SADS (19) it is a 10-category description of adaptive behaviours (for example, level of functioning) scored along a 100-point scale. It is guided in its scoring by questions about the patient's global functioning: the higher the score on the CGAS, the better the patient's psychosocial functioning. The Spectrum of Suicidal Behavior Scale (20) , administered during a semistructured interview, measured suicidal behaviour in a hierarchy along a 5-point ordinal scale that includes no suicidal behaviour, scored as 1; suicidal ideation, scored as 2; suicidal threats, scored as 3; mild suicide attempts, scored as 4; and serious suicide attempts, scored as 5.
We used the Ab-DIB (21) to assess borderline personality disorder. This scale required approximately 10 minutes of administration time during a semistructured interview at the end of the DISC.
Evaluation at the 6-month follow-up included the Depression and Conduct Disorder modules, the CGAS, the Spectrum of Suicidal Behavior Scale, the Ab-DIB, and a separate semistructured, 20-minute clinical interview to guide determination of patients' functioning for the CGAS.
In this study, the term suicidality includes points 2 through 5 on Pfeffer's Spectrum of Suicide Behavior Scale (20): 1) no evidence of suicidal thoughts or actions, 2) suicidal ideation, 3) suicidal threat, 4) mild attempt, and 5) serious attempt.
Analysis
We calculated descriptive statistics (percentages, means, and SDs) for each of the 3 groups (North American, Mixed, and Immigrant) for demographics, parents' marital status, immigrant profile, and alcohol and drug use. We analyzed continuous variables at recruitment and at 6-month follow-up, using 1-way ANOVA with group as the factor. ANOVAs were performed on the difference of scores (follow-up compared with baseline), because we were interested in the difference in group change. We analyzed categorical variables at recruitment and at 6 months, using the chi-square test, when applicable, and Fisher's exact test.
Results Table 1 provides a demographic profile of the 3 groups. Fisher's exact test revealed that parents' marital status and ethnicity differed among groups.
There were no statistically significant intergroup baseline differences with respect to diagnostic measures (for example, depression, conduct disorder, and borderline personality disorder), levels of functioning and of suicidality (noncompletions), use of alcohol, or baseline measures of family functioning and stressful life events (16).
However, the North American population used drugs to a statistically significant greater extent at baseline than did either the Immigrant or the Mixed groups (c 2 = 20.214; P < 0.05).
There were also no intergroup differences regarding the extent of improvement on measures of diagnostic variables from baseline to 6-month follow-up. This same absence of outcome differences applied when we made comparisons between first-and second-generation immigrants, between the North American group and a group of subjects from both the Immigrant and the Mixed groups, and between the Immigrant group and subjects from the both the North American group and the Mixed group.
Discussion
This article reports on the results of a secondary data analysis obtained from a study of suicidal adolescents who presented to the ER of a Canadian metropolitan pediatric hospital. We designed the study to generate hypotheses as to why first-and second-generation immigrant adolescents have a lower suicide rate than do their nonimmigrant host-country peers, including later generations of immigrant adolescents. The only between-group difference observed in this study was the lower rate of reported drug consumption by the Immigrant group at the time of crisis. Since the literature links drug and alcohol use with suicide risk (5, 22) , it is possible that this correlation could partly account for the decreased suicide rate among Canadian adolescent immigrants.
This study also suggests that there are no other statistically significant diagnostic or family functioning differences between suicidal immigrant and nonimmigrant adolescents at baseline and at 6-month follow-up.
The relative absence of differences concerning family functioning might seem surprising in light of the stresses that immigrant families experience during their transition to hostcountry socialization. There are several possible explanations for this. First, the difference could be an artifact of the population sampled, since the limited number and heterogeneity of subjects in this analysis did not permit stratification along geographic lines, which might otherwise have permitted detection of differences.
Second, perhaps these immigrant suicidal adolescents are drawn from those who acculturated more to host-country behaviours and idioms of distress than the general population of migrant youth and thus selectively appear similar in profile to their North American peers. This hypothesis is supported by the higher average income reported among our immigrant sample, compared with that reported among Canadian immigrant families (14, 23, 24) . The fact that we selected wealthier immigrant families than those previously reported on might also explain the low level of stressful events experienced by our sample of relatively shielded immigrant youth. Thus the group similarities in this study may reflect the competent help-seeking patterns and service use of a more acculturated subgroup of the immigrant population.
Third, but far less likely, it is possible that the cohort of immigrant and nonimmigrant adolescents reported on in this article were not characteristic of adolescents who ultimately complete a suicide. However, as noted earlier, it appears that youth suicide attempters may have similar profiles to suicide completers (1), so the subjects of this study may in fact be representative of youth who are at risk for a completed suicide.
Fourth, it is possible that differences between broadly defined groups of immigrant and mainstream adolescents are not apparent with the traditional psychological measures employed in this study and require more subtle instruments or strategies for their detection. In that context, it is interesting to consider that drug use may stimulate impulsivity (25) , thus increasing suicide risk among a subset of suicides (26) , and can derive from (27) and contribute to family distress and dysfunction, interactions that are difficult to measure.
Limitations
In this hypothesis-generating analysis, the patients were clinic-referred and the groups were not homogeneous; there were fewer subjects in the Mixed and Immigrant groups, precluding definitive conclusions. Future studies can address these limitations in anticipation of second-and thirdgeneration immigrants who may progressively adopt the idioms of distress and behaviour (for example, drug use) of the host-country adolescents (28) . Méthode : Les facteurs de risque connus du suicide ont été comparés chez de jeunes immigrants, des jeunes nord-américains, et un groupe de jeunes de diverses cultures, au départ et au suivi de 6 mois.
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Résultats : Le groupe des immigrants ne se différenciait que par un taux plus faible de consommation de drogues déclarée.
Conclusion :
Ce taux plus faible de consommation de drogues déclarée au moment de la crise peut contribuer au taux de suicide plus faible chez les immigrants.
